NAME OPO
Phone:       Fax:  
Transplant Recipient Follow-up Information


Attn:








FAX:






Transplant Center:






Phone:





Please complete the following information as soon as possible.  Thank you.


( Heart  ⁪(R. Lung   (L. Lung  ⁪(Liver  ⁪(R. Kidney  ⁪(L. Kidney  (Pancreas  ( Other_________

UNOS ID ________
Donor Hospital ________________________  X-clamp Date/Time ______ / ____

Recipient Name:





   SS#/HIC #: _________________________

Age / Sex / Race ______ / ________ / ____________

Date of Transplant __________________
       
Transplant Center ___________________________

Diagnosis ________________________ 
     
 C.I.T. _____ hrs _____ mins  

TX # __________

Graft Function   ⁪ Immediate      ⁪ Delayed       ⁪ Non-Function

Current Status 
( Home      (Hospital – If in Hospital, Condition___________________
(Deceased

The information below will be used to give feedback to the donor family and the medical professionals involved in the donation.  Please complete the following, including any comments that we might convey to the donor family to highlight the importance of the donation.  Thank you!

Recipient Information:
Occupation _________________ Number of years ______

Disabled 
⁪(Yes 

( No 

If yes, how long?_______

Retired 
⁪ (Yes 

( No 

If yes, how long?_______

Diabetic 
⁪ (Yes 

( No 

If yes, how long?_______

On Dialysis 
⁪ (Yes 

( No 

If yes, how long?_______

Time waiting for transplant _______ Years  _______ Months

Martial Status 







Number of Children__________ Number of Grandchildren______________

Hobbies:














Is there anything you or the recipient would like the donor family to know?





Recipient Emotional State:      ⁪(Grateful      ⁪(Overwhelmed      ⁪(Still too Sick      ⁪
Form completed by_______________________  Phone Number________________ Date_____________


